Background: A focus on cost-effective quality end-of-life care remains a high priority in adult critical care given an aging population, high prevalence of death, and aggressive technologies used to extend or sustain life in this setting. Method: A Glaserian grounded theory design was used to conduct this retrospective study to yield a substantive middle-range theory. The data source was semistructured interviews with 14 family members of decedents who died 6 to 60 months prior to the study. Objective: The purpose of this study was to generate a theory on how family members of patients in adult critical care come to realize that their loved one is dying. Results: The Process of Death Imminence Awareness by Family Members of Patients in Adult Critical Care middle-range theory contained 6 phases: (1) patient's near-death awareness, (2) dying right in front of me, (3) turning points in the patient's condition, (4) no longer the person I once knew, (5) doing right by them, and (6) time to let go. Patient's near-death awareness preceded all other phases, if communicated by the decedent with their family. Then, family members iteratively moved through all the other key phases in the process until a time to let go became evident. Discussion: This substantive middle-range theory will guide nursing education, practice, and research aimed at providing quality and cost-effective end-of-life care in adult critical care.
An average of 10% to 29% of adults in America die using critical care services. 1 The adult critical care setting values family-centered care, described as a partnership between patients, their families, and the entire health team. [2] [3] [4] Family members are often surrogate decision makers (SDMs) who frequently limit, withhold, or withdraw lifesaving technologies. The surrogate decision-making processes of families have been abundantly studied, [5] [6] [7] whereas a paucity of literature exists dealing with family members' realization of impending patient death. This study utilized grounded theory methodology, deeply rooted symbolic interactionism, because families are complex social units who derive meaning about death together. 8 To be congruent with nursing ontology, relevant nursing practice dimensions were included in this study: physiological, spiritual, historical, environmental, sociocultural, metaphysical, physical, and psychological. 9 The purpose of this study was to generate a theory on how family members of patients in adult critical care come to realize that their loved one is dying.
BACKGROUND AND SIGNIFICANCE
Twenty-one percent of the population will be 65 years or older by 2050, 10 and at least 50% of inpatient acute care admissions are individuals older than 70 years 11 whose primary health care coverage is Medicare. Critical care services account for 38% of hospital costs and between 5% and 11% of annual federal expenditures. 12 The landmark SUPPORT studies 13 first raised national concern about endof-life care in older adults related to quality and cost in adult critical care. The first SUPPORT study found that those 65 years or older endure lengthy deaths with the use of aggressive life-sustaining technologies. The second SUPPORT study focused on enhancing communications between the health team and patients and their families. The importance of the SUPPORT studies is the promotion of death realization through sufficient communications between the entire health team, patients, and their families. In recent years, the integration of palliative care and the adult critical care unit has become a standard of practice with specific goals to foster quality end-of-life care while reducing costs in response to cost and quality concerns. 14, 15 The process for how family members come to realize that their loved one is dying is an important topic in the face of an aging population and high prevalence of death in adult critical care. The findings of this study fill a gap in the body of knowledge for how family members come to realize that a family member is dying in adult critical care.
CONCEPTUAL FRAMEWORK
Conceptual frameworks guide theory development, yet they tend to be too abstract to be scientifically tested. 16 The analysis of conversations with family members who have experienced death in adult critical care and concept synthesis strategies outlined by Walker and Avant 17 inform the conceptual framework guiding this study. The heuristic method of concept synthesis procedures were necessary, 17 because none of the identified concepts have been formally analyzed. Upon study completion, the fit of the conceptual framework was evaluated in keeping with the constant comparative method. The constant comparative method requires the collection of data with analysis in tandem. 18 The central concepts in the conceptual framework were (a) family member active presence, (b) knowing the patient as a family member, and (c) death awareness. Family member active presence was described as the family member's desire to maintain an active presence at the bedside of the dying patient. 19 Knowing the patient as a family member was described as knowing the patient's values and beliefs, personality, life experiences, and health preferences. 20 Death awareness was described as the realization that death was imminent. 21 Family members' active presence and their knowing the patient as a family member promote the realization of death. Family Member End-of-Life Knowing was the overarching concept that enveloped all identified concepts and described how family members might come to understand that death is impending. The adult critical care environment is a highly technological, fast-paced, noisy, anxiety-producing, and stressful area. 22 Critical care patients may have multiple lines, tubes, monitors, and equipment and endure numerous diagnostic tests and medical interventions 23 as well as may lack meaningful stimuli, speech, natural light, and sleep. Families may observe their loved ones in sensory overload, disoriented, sedated, or combative states.
REVIEW OF LITERATURE
Sociologists Glaser and Strauss 21 first described death experiences within awareness contexts by progression through the following contexts of awareness: (a) closed awareness, (b) suspicious awareness, (c) mutual pretense awareness, and (d) open awareness. Closed awareness describes when the health team acknowledges impending death, yet the patient and their family do not. Suspicious awareness describes varying degrees of certainty between patients and their families, while the health team believes the patient is dying. Mutual pretense awareness describes when the patient and their family and the health team know the patient is dying, yet carry on until someone no longer can maintain composure in the situation. Open awareness is full awareness and understanding that the patient is dying, which involves open and honest communication for accurate health information exchange. Given these awareness contexts, these authors later determined that the dying process contained the following trajectories: sudden or unexpected, expected (lingering or short term), and entry-reentry. 24 An awareness of dying is inhibited by sudden or unexpected death. 20, 21 Open and honest communication across trajectories promotes an open awareness. 20, 21 Dynamics of awareness seem to differ between the health team and families. 25 Death awareness is raised by urgent lifesaving interventions and negative outcomes from surrogate decisions. 25 Families of adult critical care patients at end of life have been well investigated. 19, 22, [26] [27] [28] [29] [30] [31] [32] The previous death experiences, personal observations, and interpretations made by family aided their ability to realize death was expected. 6, 20, 25 Past tense phrases spoken by family show less hope of recovery of their critically ill family member. 6 Not all family members come to understand the seriousness or decline of their loved one's health at the same time. 6 Family members observed signs of physical decline in their loved one and failure of treatments and interventions. 5 Families become aware that death is imminent once the patient's chance for recovery was diminished to zero. 33 Families were found not to understand the limitations of advanced technologies as well as health professionals. 25 In addition, theories about death across disciplines have been studied primarily from the dying person's perspective. 34, 35 Extant literature helps clarify death in this context, however, a better understanding for how family members come to realize that their loved one is dying in order to manage difficult surrogate decisions is needed.
METHOD
This descriptive, retrospective study utilized a classic Glaserian grounded theory approach. The University of Arizona and hospital institutional review boards (IRBs) approved the study protocol. The data source was semistructured interviews with family members of decedents who died 6 to 60 months prior to the study to spare those who might have been actively grieving. Family member symptoms, such as anxiety, depression, complicated grief, and posttraumatic stress, lessen over time. 29, 30, 32 The maximum time period for family member interviews was determined to be 5 years, because family members do not usually experience recall bias of their death experiences with close family members. 36, 37 
Sample and Setting
Theoretical sampling is the sampling of a variety data. 18 This purposeful sampling becomes more selective as core categories (or themes) emerge in the data. Sampling ceases once theoretical saturation is achieved. This is when the core categories illustrate variation, depth, and breadth. 18 The term family is defined as 2 or more people who are legally, biologically, or emotionally related, 2 describing themselves as a significant other or close to the dying person, who were present the last month of the patient's life. The setting included various types of adult critical care units: cardiovascular, medical-surgical, neurological, and trauma.
Recruitment
There were 3 sources of recruitment for this study: (a) eligible participants obtained from the hospital database related to deaths in the adult critical care by the IRB-approved designated hospital employee (nurse), (b) friends and acquaintances known to the researcher who were not related to the hospital participants, and (c) snowball sample technique. Snowball sampling is when participants recommend others who meet the inclusion criteria to the researcher.
Procedure
The hospital employee (nurse) obtained family member names and phone numbers from the hospital database upon IRB approval and made initial contact with potential participants and screened them based on the inclusion criteria. Those interested in participating in the study were asked if the researcher could contact them by phone. The researcher contacted those interested and explained the study purpose, risks and benefits, and ability to withdraw at any time. The date and time for the phone or in-person interview were based on the participant's choice. Verbal informed consent provided protection and convenience for participants as well as expedited the interview process for those participants who decided to be interviewed so that interviews could begin immediately upon verbal consent if desired by the participant.
The researcher conducted all of the participant interviews. The participants were made aware that their agreeing to be interviewed implied their consent. Participant demographics were obtained at the beginning of the interview. The patient demographic questionnaire contained a final page with the participant's contact information, which was completed by the researcher and kept separate from other data as well as removed and shredded upon study completion. The participants were assured anonymity and confidentiality on the informed consent. Participants who exhibited or expressed that their participation was too difficult were asked, if wished, to withdraw from the study and were offered referral for counseling services.
The data collected from the audiotaped interviews were immediately transcribed verbatim into a Word document. The direction of the interview was driven in part by the participant's response to the initial broad question, ''How did you first come to know or realize that your loved one's life was approaching the end?'' The transcriptions were placed in the researcher's computer storage in a secured folder that required password access. The audiotaped recordings were destroyed upon transcription completion. The informed consents were mailed to participants who verbally agreed to participate along with a thank-you card.
Data Analysis
The constant comparative method was used for data analysis. 18 The researcher paced the analysis and interpretation of the data while staying attuned to subtleties in the data, known as theoretical pacing and sensitivity. 18 The 2 types of coding analysis procedures supported by Glaser 18 are substantive (open and selective) and theoretical coding. Initially, the data were run open searching for as many codes (or themes) as possible using the participants' own words verbatim, known as in vivo codes. 18 Selective coding guided further data collection and analysis. Next, theoretical codes that similarly described the same concept emerged. A concept map was developed to relate the concepts. Finally, a core concept that covered all of the data linking categories together enveloped the entire process. The type of core category for this nursing study was the human-environment health process. 9 Glaser's 18 ''process'' theoretical coding family was used to make the connections between the theoretical relationships, because processes have 2 or more stages (or phases). 18 The final steps of analysis involved returning to the proposed conceptual framework used to guide this study, which led to the refinement, modification, and/or elimination of certain concepts found in the conceptual framework.
Lincoln and Guba's 38 criteria for rigor and trustworthiness were used for this study: creditability, transferability, dependability, and confirmability. Credibility, or truth in findings, was established coding with a chairperson, member checking, and keeping a clear audit trail. Transferability refers to judgments about similarities between contexts; thus, data were collected and analyzed from a variety of sources until theoretical saturation was achieved. Dependability refers to the stability of data over a period of time. Only the researcher conducted the interviews to maintain consistency in interviewing as well as data collection and analysis. The researcher's reflexive journal and theoretical memos also helped establish trustworthiness of findings related to confirmability or objectivity of study findings. Table 1 describes the demographics of the sample population. Fourteen family members participated in this study. All of the participants preferred phone interviews rather than in-person interviews and were interviewed only once. The average length for an interview was 61 minutes. Two of the participants were related to the same decedent and interviewed separately. The researcher noticed that related family members shared similar stories; thus, a decision was made not to interview related family members of the same decedent. Only 1 health professional (nurse) was interviewed, because health professionals may comprehend end of life differently than nonYhealth workers. spent a range from 3 hours to 6 weeks in the adult critical care unit, with a median of 3 days prior to their death. The participants expressed various reasons for their deaths as indicated in Table 2 .
STUDY FINDINGS Description of the Sample

Description of the Decedents
Core Category: Death Imminence Awareness
Theory generation revolves around a central category accounting for most of the variation in human behavior. 18 The core category connects the key categories for completeness, density, and saturation. 18 A core category can be both a core category and basic social process; however, a basic social process has 2 or more phases that process out. 18 The core category in this human-environment process is Death Imminence Awareness (DIA), defined by this researcher as a heightened consciousness about the inevitability of death, derived intrapersonally and interpersonally from sensory and temporal cues, overarching all phases of the dying process. The Process of Death Imminence Awareness by Family Members of Patients in Adult Critical Care linked the 6 key categories and subcategories that emerged from the constant comparative method, a recursive procedure.
KEY CATEGORY 1: PATIENT'S NEAR-DEATH AWARENESS
Nearly half of the participants interviewed in this study mentioned that their loved one expressed a near-death awareness. Numerous participants stated that their loved one sensed their own demise and communicated this information. A patient's near-death awareness may not be so obvious, because many critical illnesses or injuries occur suddenly and unexpectedly and/or the patient is unable to communicate. Several of the decedents communicated a fear of entering the hospital, because of an unsettling feeling of never returning home again. A few decedents fought and/or refused to go to the hospital for this reason. Other decedents showed signs of going someplace else. For example, 1 decedent got dressed as though he was going somewhere, and another described being in the presence of someone who had already passed away. A few decedents gathered their important or favorite belongings to take with them before leaving to go to the hospital.
KEY CATEGORY 2: DYING RIGHT IN FRONT OF ME
Family members strongly relied on sensory cues to make sense of their loved one's overall health condition, including their sense of sound, sight, touch, smell, and intuition. This theme or subcategory was the most prominent. Family members' sensory cues helped them to understand that death was near. Participants described their loved one's deteriorating health and graphic physical changes using sensory cues. The way the patient looked, smelled, and felt left an indelible impression on family members. In fact, some family members did not even recognize their loved one because extensive physical changes. The participants described their loved one as motionless, speechless, extremely tired, or losing too much weight, to name a few concerns. Other participants claimed viewing no signs of life or that their loved one's body was shutting down and/or losing control. Many participants experienced an overshadowing gut-level hunch or feeling, a foreknowledge that their loved one was dying.
KEY CATEGORY 3: TURNING POINTS IN PATIENT'S CONDITION
Critical points, or turning points, in the patient's health condition indicated to family members that death was approaching. Participants described the compilation of bad Surrogate decision makers who had to limit, withhold, or withdraw life support news from the health team, such as stacking poor diagnostic test results or the direct observation of a dire medical scan, to indicate a drastic turn in their loved one's condition. These turning points convinced them that their loved one's condition had taken a turn for the worse. These turning points also indicated that nothing more could be done to save their loved one's life, despite even the most advanced lifesaving technologies. For some, these indicators meant that time was running out. For others, these indicators meant that their loved one was already gone from this world with no viable reason to leave their physical body in a lingering state. Life or death decisions had to made for their loved one. The withdrawal, withholding, or limiting of life supporting technologies became much more necessary, and every health decision impacted the next. At times, their loved one's health seemed to be improving, but then all of the sudden a devastating health event came along removing all hope, casting doubt on a chance for recovery. Family members described it being an unwinnable battle with continual back stepping and inability to move forward with positive outcomes.
KEY CATEGORY 4: NO LONGER THE PERSON I ONCE KNEW
Families have a profound sense of what the patient was like prior to the health illness or injury event. After the critical illness or injury, the family member no longer recognized their loved one. Their inability to recognize their loved one raised their death awareness and advanced the process of their knowing that death was imminent. The dying person became someone who would never return to the viable and functioning person family members once knew. Family members deeply wanted their loved one to return to someone they once knew or to be the same person always known for as long as possible. Family members were told their loved one would never be the same again. This news meant changes in their loved one's personality, functionality, eating patterns, energy level, or hobbies. Their loved one would never be able to enjoy activities that were once pleasurable. One participant who truly desired his dying father to continue living as someone he once knew, told his father to be himself for as long as possible, because ''life is about living,'' described as the subcategory, you being you.
KEY CATEGORY 5: DOING RIGHT BY THEM
Family members wanted to make the right decision for their loved one who was unable to manage their own health decisions, and their judgment centered upon previous endof-life discussions. These conversations included some of the following topics: the need for surgery or medical diagnostic tests, mechanical ventilation, nutrition (feeding), autopsy, and organ donation. Family members honored their loved one's health preferences dependent on previous conversations. Family members described the length in time married to their loved one to convey depth of their knowledge about the patient and warranted health decisions. The participants realized that their loved one's extremely poor state of health signified the inability to see them living in their condition. The participants discussed honoring the patient's health wishes to convey doing right by them.
KEY CATEGORY 6: TIME TO LET GO
A time to let go described how family members came to finally understand that the time had come to let go of their loved one, yet for some, only in a physical sense. The actual time of their loved one's death was not always in the family member's exact same time frame. Family members often decided what was the right time to allow their loved one to die. The participants gave their dying loved ones permission to go (die) by telling the patients that it was OK to die and that everyone would be all right in this final phase. One participant mentioned the dying sense when others are trying to hold them back from death. The participants described their final sentimental goodbyes to their loved ones in order for each of them to return to their homes, with the spirit of the dying person to return home, too. Family members described a perpetual connection (or presence) with their loved one even after their death, described as the subcategory, let go, but not let gone. Family members seemed willing to let go of their loved one in a physical sense, but not in a spiritual sense. Sensory cues helped family members to feel bonded with their loved one. For example, 1 participant shared that her husband used to flip a Swiss Army knife open and closed and that she could still hear it in their home. Another participant heard her husband's favorite song being played on the radio at the most bizarre moments, as though he was answering her questions as to whether she was making the right decision about a certain issue. Lastly, another participant described still being able to feel her husband's pacemaker vibrate on the bed where he used to lay.
Middle Range Theory
The Process of Death Imminence Awareness by Family Members of Patients in Adult Critical Care was generated utilizing grounded theory methodology. This process is defined as the family member's awareness that his or her loved one in adult critical care is dying. The 
Refinement of Conceptual Framework
The middle-range theory is grounded in the data and more refined than the originally proposed conceptual framework. The concept of family member active presence did not align with this study, because the majority of family members in this study were not restricted from being in close proximity to their dying loved ones. The concept of knowing the patient as a family member evolved into knowing the patient as a person and then into no longer the person I once knew. Family members knew their loved one not only as a family member, but more importantly as a person. Death Imminence Awareness was raised once the family members realized that their loved one was no longer a person once known to everyone. The concept of DIA contained 6 phases in the process, but also included surrogate decision-making processes, too. The DIA by family members of patients in adult critical care was much more specific than family member end-of-life knowing after analysis and evaluation of the core categories.
DISCUSSION AND RECOMMENDATIONS
This study extended death awareness 21 by defining and describing the process of DIA in the context of adult critical care to include intrapersonal and interpersonal sensory and temporal cues. Family members expressed an innate sense of knowing (foreknowledge) and recalled the exact time the patient last spoke and how many days or hours the Going someplace else When she was losing consciousness, she cried out, ''Mom!'' and her mother has been dead a long time. I thought that this was weird, but felt good about it, too, knowing that maybe she was going to see her mother.
He woke me up at 3:00 AM, and said he had a headache that was going to kill him. He got up and got dressed. He didn't want me to call 911. He asked me to life in bed with him, because he wanted to die at home in my arms.
Gathering important or favorite things
He started to ask for a picture of his deceased mother, his favorite shirt, and pictures of the grandkids. I think that we all knew it, that he was never coming back.
patient was hospitalized in the adult critical care unit. Perhaps, family members connect time with the fact that their loved one is still living and not dying. Furthermore, family described feeling numb, physically exhausted, a lack of appetite and sleep, and as though they were on an emotional roller coaster. Family discord (conflict) had an inhibitory affect on their DIA and surrogate decision making, exemplified by the following representative statement, ''My dad's girlfriend was going crazy, and she told everyone that she was his wife and could make decisions.''
Family members viewed physicians as the authority of health information, despite the ever-growing influx of Doctors of Nursing Practice (DNP) in acute care. Family lacked a general overall understanding about the human body and other health information exemplified by the following representative statement, ''I didn't know what a good versus bad oxygen levels were, or that the brain actually gave off waves.'' Unlike those in Kaufman, 25 family members in this study were found to be just as responsible as the health team in orchestrating death, for example, a convenient 
Graphic physical changes
Her feet were first blue, and then they turned black.
His hands looked like they had boxing gloves on, they were so swollen.
She was in a coma, and her body was like double the size. His tongue had purple dots all over it.
He was dying right in front of my eyes over the past year.
She was weak and motionless. Her hands were puffy.
No signs of life I saw no signs of life. Her eyes were not alive. There was just nothing.
Let's see, it was about 10:00 AM when she wiggled that tube (endotracheal tube), and nothing happened. At that point, I pretty much knew, he wasn't coming back.
They took it out (endotracheal tube). I stood there and watched and she grasped for about 20-30 min. Then, she stopped breathingI finally.
Body losing control and shutting down
It's like they totally start losing control over their body.
She spent 5 wk in critical care and couldn't get rid of the tube (endotracheal tube) to help her breathe.
He could move from the head up, but his whole body was shutting down.
After 11:00 PM that night, she never spoke again.
Family foreknowledge of impending death
Everyone just has that knowledge of knowing. I just knew and cannot describe it, but deep down I had a suspicion that things were coming to an end. Nothing more can be done to save their life They said that there was nothing more they could do; it was just a matter of calling everyone inI (crying, very shaken up).
They were trying everything they could.
Running out of time
They told him that he didn't have much time leftI it became apparent to me that he wasn't going to be able to live and breathe on his own anymore. I felt like this was the turning point.
A few hours later, I went home. I got a call telling me that I needed to come back.
We were always getting bad news and poor test results.
They (health professionals) told me it was time to call other family members to come.
Already gone I don't think he was ever in there. Nobody was home. There was no response. He was pretty much gone.
Most of those 12 h, I remember saying to him (the patient), ''If you want to come back, if you're trying to come back, if you're fighting to come back, anything, any motion, a tear, a quiver, just move a finger, anything.'' I never saw anything, no response.
time to remove the patient from mechanical ventilation for death to ensue. The burden to manage their dying loved one's health decisions may have been a catalyst in the process of DIA, because most of the participants were SDMs. Death Imminence Awareness is likely a component of surrogate decision making, and it is possible that the two cannot be separated from each other. Fridh et al 39 found that families face death upon viewing the expired person. In this study, families faced death during the active dying phase by noticing significant physical changes and overall loss in their loved one's quality of life. This study provided detailed, vivid descriptions of what family members observed at the bedside concerning the physical decline of a dying person in adult critical care. In addition, this study revealed an intuitive knowledge that family members sense about an impending death of their loved one.
Nearing death awareness was not originally conceptualized in this process. Nearing death awareness is often confused with near-death experiences. Near-death experiences are when individuals suddenly sense or experience being clinically dead. 40 In contrast, nearing death awareness is when an individual senses his/her impending death over time. 40 Nearing death awareness tends to be studied from the dying person's perspective rather than surrounding families and usually only in the palliative and hospice Not the same person as before
The doctor told us that he wouldn't be the same person that we once knew. He would have been like a robot if we kept him alive.
They told us that she had a massive aneurysm and would never recover. They told me at the hospital that her bleeding in the brain was to such an extent that had she been there when it was happening they still wouldn't have been able to do anything like before. My used the treadmill 20-30 min a day, every day. She cooked, too.
I was told that he (the patient) would never be able to open his eyes and speak to me again.
I can remember when I was little, you know, younger, she (the patient) was so very active. She was such a strong woman. She was always moving so fast. I used to tell her to slow down. She walked so fast. I used to ask why she was running (laughing), but she was active, so it was difficult to see her this way.
Basically, they said that what you see is how he's going to be.
The neuro doctor said she wasn't responding to the cold water placed in her ear test and that she'd never be the same, and it would not be possible for her to come back. He said she was brain dead because her eyes didn't move. care areas. [40] [41] [42] The decedents in this study provided various messages about their own impending death to their family either directly before their admission into the hospital or at their bedside in the adult critical care unit. Family members iteratively moved through the process of DIA until family came to a point of letting go of their oved one. This acceptance happened once family members gave themselves and their loved one permission to die. Family members felt a connection with their deceased loved one after their death. Letting go has been previously analyzed from the perspective of the clinician of the family caregiver. 43 Future analysis of letting go is needed, because an attribute of letting go may include the permission to die by family members. This study contributed spiritual and temporal elements to the concept of letting go.
Study Strengths and Limitations
This study had several strengths. First, this study was from the direct perspective of family members at end of life rather than clinicians or patients. Second, theoretical saturation was achieved because of 3 sources of recruitment. Limitations of this study include the lack of a larger diverse sample population, because a majority of the participants were white Catholic. In Catholicism, the soul or spirit lives on in afterlife, which might explain the participants' willingness to let of their loved one physically, but not spiritually after death. A more diverse sample population representative of the ever-changing demographics in society would enhance the transferability of study findings as well as provide additional knowledge related to death and dying practices, rituals, and traditions in specific ethnicities and cultures.
Implications for Nursing Education, Practice, and Research
Nurse educators can prepare students for end-of-life experiences using case studies or the integration of an art or humanity, such as media, depicting end of life in this specialized area. Nurses may require more education related to family and cultural studies to facilitate end-of-life discussions. This study raises awareness in the competency of family members as SDMs. The combination of the lack of health information and their emotional, physical, and behavioral responses as well as the potential presence of family discord brings to light a possibility of limited decisional capacity by families. Nurses are in a pivotal position to educate families as well as grant one potential need of the dying, which is the permission to die by surviving and surrounding family members. 44 The early validation of the code status and advanced directive of the patient is priority, especially before the patient's health condition worsens. 45, 46 The full extent of DIA should be investigated in multiple contexts to determine similarities or differences as well as in relation to surrogate decision making.
CONCLUSION
The Process of Death Imminence Awareness by Family Members of Patients in Adult Critical Care is a middlerange theory that describes how family members realize that a loved one is dying in adult critical care. Family members strongly rely on sensory and temporal cues in the process of death imminence awareness. A patient's near death awareness is another important element for how family members attain death imminence awareness. Critical-care Permission to go We told her how much everyone loved her and would miss her and that it was OK to go.
My mom got there and told him that everyone was there, and it was OK to go now. Your family is here, and then he died in my mom's arms.
The nurse came to us 2 or 3 times to tell us that we needed to start thinking about letting her go. It was time that we got ourselves back into our own lives and for (patient) life that she was supposed to be in. It was time for us to go home and for her to go home, too.
I told him he'd be in a better place, without any hurt or suffering, and nothing will hold him back and that he'll be able to go anyplace he'll want to go and that he'd be meeting those who already passed and his mother, whom he never had gotten a chance to meet. I told him it's OK, I don't know what I am going to do without you but I'll be OK until it's my time.
Let go, but not let gone
Sometimes, when I am wondering if I am doing the right thing, I asked him (decedent) for an answer. And, what do I hear? His favorite song. This has happened on more than one occasion! He would lay his head at the foot of the bed and watch TV. I was making the bed not too long ago, smoothing the sheets and felt the vibration of his pacemaker.
nurses are in a pivotal position to (a) advocate, educate, and facilitate communications between and among the family and interprofessional health team by honoring the dying person's health wishes, (b) promote family-centered care, and (c) ensure that death is peaceful, dignified, and comfortable for both the patient and family.
